Objective: To present three outcome measures from a multiday residential Communication Skills Intensive provided to 525 clinicians in a large health care organization over ten years. The Intensive includes 10-12 hours of videotaped role-play with actors, extensive feedback, and self-reflection.
Introduction

Three typical scenarios:
"I must be missing something. I thought my patients liked me." Interventions to enhance clinician-patient communication must be effective in an environment of greater time constraints, new technology, and shifting consumer expectations. The outcomes resulting from the Communication Skills Intensive showcase the power of physicians to change, demonstrate that patients notice the changes, and provide a snapshot view of how communicating differently can enhance morale.
Dr M is a 32-year-old internist who completed his residency two years ago. He prides himself on his thoroughness even though he usually runs an hour behind and stays late most nights to finish his charting. Being so dedicated to his patients, Dr M is shocked when his patient satisfaction scores are among the lowest in his department. His chief suggests that he attend the Communication Skills Intensive, a multiday residential program focusing on effective communication with patients. Though he questions the validity of his scores, he also feels angry--at his patients
Methods
Background
Since 1990, when the first regionwide educational program on clinician-patient communication was instituted, 1, 2 The Permanente Medical Group (TPMG) has shown strong commitment to enhancing the communication skills of its physicians. TPMG currently consists of more than 6000 physicians who serve over three million members of the Kaiser Foundation Health Plan in Northern California.
In 1994, the organization first distributed its MPS survey to Health Plan members after office visits. The MPS survey was developed and validated by survey experts within the organization. It includes a total of 25 questions, most of which address the patient's care experience: calling for an appointment, interacting with staff, seeing the health care professional, visiting lab and radiology, and filling a prescription. Physicians receive reports of their scores on the five questions that pertain to the patients' interactions with them. The questions ask patients to rate the quality of the physician's skills and abilities; their confidence in the care the physician provided; how well the physician listened and explained, involved them in decisions about their care, and showed familiarity with their medical history. Once distribution of individual scores became routine, questions arose as to how to assist physicians who scored below the mean calculated for their department. It was thought that existing one-day or lunchtime educational programs were not adequate to enable physicians to change the way they interacted with patients.
In 1995, the Board of Directors of TPMG approved the author's proposal to pilot a five-day residential program designed by the Bayer Institute for Healthcare Communication. 3 The initial goal of the program was to improve the communication skills of physicians who fit any of four suggested criteria: low scores on the MPS survey, frequent patient complaints, medical-legal cases involving poor communication, and difficulty communicating with colleagues or staff. These criteria were meant to guide but not limit enrollment. Over time, as early participants spoke enthusiastically about the program with their colleagues, physicians enrolled who were motivated to improve though they did not fit the criteria. The majority of the physicians who have attended the program, however, enrolled because of lower-than-desired patient satisfaction scores. Nearly all of the 22 courses have been full and wait-listed.
Program Description
The Communication Skills Intensive was piloted in March 1996. Because the pilot program was well received, the Intensive was established as an ongoing program conducted two or three times per year, starting in September 1996. Initially, the five-day residential course was followed by the opportunity for individual coaching monthly for one year, but logistical constraints prevented continuation of this coaching as intended.
The faculty consists of carefully selected and trained physicians and psychologists. Faculty members receive training from the course directors on models for teaching clinician-patient communication as well as training for leading small groups, setting up practice sessions with the actors, coaching, and addressing resistance. For the first several years, the ratio of course faculty to participants was 2:4; more recently, it has become 1:4.
In Fall 2001, the residential part of the course was shortened to four days. The fifth day became a followup session conducted two to three months after completion of the residential program. The content and format of the four-day program are described in Table 1 .
The design of the course attempts to reach both the minds and hearts of participants. Cognitive components of the program include a brief overview of the evidence about clinician-patient communication and its outcomes, description and demonstrations of a communication model-the course began to use the Four Habits Model (Figure 1) 2 in 1998-and exploration of the dynamics of conflict and "hot buttons." Strong emotions are often evoked during small-group discussions about personal history, culture, and meaning in one's work. These exchanges illuminate the connection between life experience and communication styles. 4, 5 Detailed feedback from faculty, peers, and the actors during the small-group role-play sessions enables course participants to begin assimilating new communication behaviors.
Specific topics and methods of instruction in the large-group sessions have varied over time, although the structure and intent of the program have remained consistent. The overarching focus is on relationshipcentered communication strategies that prove effective in the real world of a busy clinical practice. all of the clinician participants who attended the course each calendar year. These cohorts ranged in size from 37 to 60 clinicians each and totaled 322 clinicians for all cohorts combined.
Results
Participants
From 1996 through 2005, 525 TPMG clinicians attended the program (Table 2 ). These participants represented a broad spectrum of specialties, with 301 (57%) coming from primary care or medical subspecialties. Sixty (11%) were surgical subspecialists; 43 (8%) were hospitalists or emergency medicine specialists.
An equal number of participants had worked in TPMG for two years or less (140) as had worked for more than ten years (141) at the time they took the course. The largest percentage of participants ranged from 31 years to 40 years of age. Thirty percent, however, were over 50 years of age, and 15% had worked in the organization for over 16 years.
Program Evaluations
Data collected from evaluation forms completed at the conclusion of each program have consistently shown positive results. For example, using a five-point Likert scale (on which 1 = strongly disagree, and 5 = strongly agree), aggregate scores for three separate administrations of the course (n = 73) included a mean score of 4.83 in response to the survey item: "I will incorporate the skills acquired at this program into my clinical practice" and a mean score of 4.90 in response to the survey item "Overall, this training was valuable."
Physician Satisfaction Survey
Of the 118 TPMG physicians who received the followup survey after attending the course in 2004 or 2005, 70 (60%) completed and returned the survey. Nearly all (99%) indicated that the course had helped to improve their communication skills with patients; 39% said the course had improved their skills "a lot." When asked to describe what they were doing differently to communicate better with patients, respondents most commonly reported that they were using empathy, listening without interrupting, eliciting the patient's perspective, and structuring the visit. Specific comments included the following: "I understand how to listen actively to my patients. I express empathy to my patients a lot more frequently, and it really makes them satisfied with my care. I now have the tools to think through and analyze when some visits or interactions don't go well" and "[I now am] having a structure to the visit, emphasizing closure, [and] letting parents and patients do the talking without interruption."
Most (88%) of the 70 respondents said that the course has had a positive impact on how patients respond to them during outpatient visits. Physicians noted that their patients more frequently expressed satisfaction with the visit, shared more information, and were less likely to escalate during potentially difficult interactions. One physician reported that patients seemed "much more engaged in the process, more welcomed into the process, happier with the outcome, and I am hearing from the primary care physicians that patients are conveying to them their greater satisfaction with my services." Another physician noted that patients seemed "more appreciative and happier with the visits." Most (89%) also said that applying the techniques they learned has increased their own professional satisfaction. Many mentioned having greater confidence, feeling more appreciated, and having a stronger sense of connection with their patients. One physician reported, "[I have] much less stress with clearer boundaries. I generally leave work on time and leave work behind. I feel like I have more time in my day with more efficient visits/other means of communication.
Members tell me that they feel heard and cared for. It's becoming a better partnership." Another physician wrote, "I just feel better about coming to work; it's not a battle any more."
Patient Satisfaction Surveys
The MPS survey includes five questions about the interaction with the physician or health care professional (HCP). Scores on the survey are reported as the percentage of patients who indicated responses of "very good" or "excellent" on the following items: Your MD/HCP's skills and abilities, confidence in care MD/HCP provided to you, MD/HCP listened and explained, MD/HCP involved you in decisions about your care, MD/HCP familiar with your medical history. For each clinician, the combined scores for all five questions were averaged to generate the clinician's overall mean score.
For each cohort of physicians who attended the Communication Skills Intensive in 1998 through 2004, Figure 2 2 compares the mean combined scores for all five questions as determined six months before the course began and six months after the course ended. Five of the seven cohorts achieved a statistically significant increase (p < .05), and scores for all cohorts showed improvement over time.
For the same span of years, Figure 3 compares the percentage change in the mean combined scores for all five questions for two sets of TPMG physicians: the cohorts in the present study (physicians who attended the Communication Intensive) and the population of all TPMG physicians for whom MPS scores were collected. The cohort scores for the course participants reflect improvement achieved in the six months after the course, compared with the six months before the course. Scores for the general population of TPMG physicians represent totals collected at the end of one year compared with scores collected at the end of the following year. 
Discussion
Our results show that physicians can change their communication habits by attending an intensive communication skills training that includes videotaped roleplay practice with actors and extensive self-reflection. The changes lead to improvement in patient satisfaction, most pronounced in the 6-12 months after completion of the course and sustained for as long as seven years. Most physicians who attended the course found value in the experience and indicated that they would incorporate the skills they learned into their practice. A sampling of recent course participants reported positive changes in their post-course communication behavior with patients and enhanced professional satisfaction.
Several studies have documented measurable changes in physicians' communication behavior following communication skills training. After viewing videotapes of patient visits, Fallowfield et al 6 reported that expressions of empathy, use of open-ended questions, appropriate responses to patient cues, and psychosocial probing were more frequent among physicians who attended a three-day course than among a control group. Follow-up videotapes recorded one year later showed that all of these behaviors endured except expressions of empathy. 7 Similarly, Levinson and Roter 8 showed that compared with baseline (pre-intervention) behavior, physicians asked more open-ended questions, more frequently solicited patients' opinions, and gave more biomedical and psychosocial information after attending a 2.5-day course on communication skills. Jenkins and In five of the eight studies, practicing staff physicians were the recipients of the educational intervention; in the other three studies, the intervention was given to medical residents. One study showed a postintervention increase in patient satisfaction; 10 seven studies failed to show a difference in outcomes between experimental and control groups. 11, [12] [13] [14] [15] [16] [17] One of these studies also reported that visit-specific physician satisfaction was unchanged after oncologists attended a three-day training course on clinician-patient communication skills.
14 Hulsman et al 18 measured patient satisfaction after providing computerized feedback to a group of physicians on their communication skills. Despite showing an increase in the quality of communication behavior after the intervention, the authors did not find an increase in patient satisfaction.
The data from our outcome measures add to this field of inquiry because of the large sample size of physician participants and their patients, tracking that uses a visit-and physician-specific patient satisfaction survey, initial scores in a range sufficient to show subsequent improvement, and our longitudinal follow-up. Because we did not study the real-time communication practices of course participants, our ten-year experience with the Communication Skills Intensive cannot tell us how the intervention leads to changes. Our longitudinal data on patient satisfaction and our snapshot of physician perceptions support one possible sequence: changes in attitudes and behaviors can be inferred to result from communication training and thus subsequently to lead to improved patient and physician satisfaction. Comments on the physician survey as well as the continuity in the patient satisfaction scores over time together indicate that for many participants the new skills they integrated into their clinical practices following the Intensive took hold and became habitual.
Our data have several limitations in addition to the lack of a formal control group. Attempts to construct historical control groups using patient satisfaction scores from physicians matched by specialty, tenure, age, and facility were unsuccessful. It is possible that controlling for the effects of familiarity and/or for the predictable increase in scores during a new physician's first three years of practice could have diminished or eliminated the improvement that we are attributing to attending the Intensive. Nonetheless, a strong level of reliability is suggested by two consistent patterns: substantial improvement in patient satisfaction as reported in the six months after the course ended, compared with satisfaction reported in the six months before the course began; and maintenance of this improvement over many years.
We were not able to track subsets of our yearly cohorts by their performance level on the MPS prior to enrollment. Designating participants in subsets would have given us a comparison of changes in patient satisfaction for physicians with low versus average or high scores. Also, the absence of directly observed or recorded interactions of participants precludes correlation of their behavior with the patient satisfaction scores. Another limitation is that the survey results regarding physician perceptions and satisfaction represent only a subset of course participants at a single point in time.
Is training physicians to communicate more effectively worth the investment? Our experience with the Communication Skills Intensive signifies that the investment of time, energy, and dollars is highly worthwhile. Participants have told us that after the course they change the way they communicate with their patients-they create new habits (See box: At the Communication Skills Intensive). They change how they interact with patients because the new behaviors become self-fulfilling. Many participants have described recapturing meaning in their work by enhancing connection with their patients. Longitudinal MPS results demonstrate that these changes are noticed by patients. Also impacted by better communication are accuracy of medical diagnoses, patients' adherence to prescribed treatment regimens, patients' health outcomes, physicians' medical-legal risk, and overall satisfaction of patients and physicians.
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Conclusion
Though numerous studies have shown that interactive (nondidactic) continuing medical education, such as the Intensive, can be effective in changing physician performance, 25 our experience with the Communication Skills Intensive is the first time that such a large number of physicians have taken part in an organization-sponsored multiday residential clinician-communication program and then have been followed for so many years. The story of the Intensive tells us that when physicians are given an in-depth opportunity to explore their communication skills in a supportive and safe environment, physicians, patients, and health care organizations all benefit. v a The majority of participants have been physicians, although nurse practitioners, psychologists, and optometrists have also attended. b MPS surveys are mailed continuously throughout the year to a random sample of patients approximately two weeks after an outpatient visit. Results are formally reported twice a year for individual physicians. The goal is to receive at least 100 returned surveys per physician per year (standard deviation for N = 100 and a rating of 75 is ±8.5 points). 
